there is still much that can be done. We need to look to new models that deliver a better care experience, achieve better population health outcomes, and control costs. In short, we need to reinvent primary care.
In this issue of JGIM, we are pleased to feature six articles, supported by a special grant from the California Health Care Foundation, that review the current landscape of primary care innovation; stimulate thinking on new directions for primary care; and begin to construct an agenda for energetic reform. In the first article, Ellner and Phillips 6 provide a roadmap for primary care reinvention. They emphasize four principles: reforming payment, supporting relationships, building teams, and enlarging the scope of primary care practice. The principles are inextricably linked in ways both obvious and subtle. For example, primary care physicians (PCP) cannot possibly aspire to more comprehensive practice without the support of teams and a payment model that supports investment in personnel and infrastructure to support quality.
In the next piece, Shrank discusses how new primary care delivery models, harnessed to changing consumer expectations, can lead to more patient-centered care. 7 However, he cautions that such models will require both information technology interoperability (so PCPs can remain informed about treatment their patients have received in retail and employer-based clinics) and payment reform (so PCPs are fairly compensated for the time it takes to coordinate care across settings).
Care delivery models that work for the average health care consumer (educated and relatively affluent) may not fit the needs of more vulnerable groups, particularly those whose health conditions or social circumstances conspire to create high health care needs. The article by Hochman and Asch 8 addresses two divergent approaches to caring more effectively for vulnerable, high-need, high-cost populations. Specialized clinics, outfitted to address the medical and social needs of these complex patients, seem particularly effective, even if not practical in many settings. In contrast, Bcomplex case management programs^are readily integrated into existing primary care practices, but evidence for their effectiveness is scant. The most successful case management models use care coordinators who develop close personal relationships with both patients and PCPs.
The confluence of medical and mental health problems complicates the job of the PCP. The complications are not simply additive; physical health problems are a drag on psychological well-being, while mental health problems can intrude on adherence and Bwill to function.^In the fourth Symposium article, Kroenke and Unutzer 9 review the body of evidence supporting collaborative care models for improving quality of mental health services delivery in primary care. These models emphasize the population perspective; use standardized measures (such as the PHQ-9 for depression); employ a Btreat to target^approach; support care by teams of PCPs, nurses or lay coordinators, and mental health specialists; and make liberal use of brief psychological therapies.
Medicine has been slow to embrace innovations in information technology (IT) that are routine in other industries, and primary care is no exception. The paper by Young and Nesbitt 10 offers hope that technology can extend the reach and enhance the effectiveness of PCPs as they strive to manage the health care needs of a defined population. Wisely applied, IT can capture data from bodily sensors to aid clinical decision making; ensure the safety of frail elderly through home monitoring; and help patients tap into robust social support structures through e-communities. No less important, IT may serve to strengthen links between PCPs and subspecialists, allowing PCPs to safely expand their scope of practice under supervision. Such collaboration may serve as a counterweight to current trends, in which patients often are swept out of primary care into the subspecialty sector, a trend that contributes to a decline of PCP skills and demoralization.
Primary care stands little chance of reinvention if there are insufficient primary care physicians available. The primary care workforce pipeline is thus of critical importance. In the final essay in this Symposium, Cassel and Wilkes 11 focus on one aspect of the pipeline problem: developing and nurturing student interest in primary care during medical school. Their prescription is based on the theory that students need to train in environments where the practice of primary care aligns with the principles of primary care. They argue that medical schools closely affiliated with integrated health delivery systems may be in the best position to deliver on this aspiration. They also emphasize the importance of health delivery science as the basic science foundational to primary care practice and leadership.
There is an unexpected common thread in these six articles: the importance of preserving and supporting human relationships. Yes, patients want convenience, but they also want a trusting, longitudinal relationship with a competent, caring PCP who is committed to their well-being. Other relationships are also vital, including those involving office staff, subspecialists, mental health consultants, and complex care management teams. We think systems that support and nurture these human relationships will thrive; those that ignore them will ultimately falter. As these six articles underscore, reinventing primary care is not for the faint of heart. However, it is essential if we are to have a health care system that is accessible, equitable, improves patient outcomes, and provides value for money.
